Dementia syndrome is a complex clinical problem of growing proportions that presents commissioners with many dilemmas. Not only is early recognition often difficult, with ample scope for misattribution of symptoms, but no disease-modifying treatment exists and symptomatic treatments have weak effects. The high costs of dementia to health and social care and the policy imperative to improve suboptimal services are reflected in the Department of Health's allocation of resources to a dementia commissioning pack. 1 This commissioning pack does not specify exactly who does the tasks of diagnosing, treating and supporting people with dementia, but it was designed for old age psychiatrists and general practitioners (GPs), the two medical disciplines that manage most patients with dementia syndrome. It treats dementia as a stand-alone problem which can be managed by a modular system of service specifications for different points on the disease trajectory. The processes of diagnosis and counselling fit into one module, the acute in-patient episode into another, and the management of behavioural and psychological symptoms into a third. Clinical responsibility rests with GPs, except during the formal diagnostic process and during acute admissions to hospital. Long-term follow-up of patients by specialists is discouraged.
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The commissioning pack has many advantages for clinical commissioners. It allows them to avoid re-inventing service specifications, contains a costing tool that uses an upstream budget to predict downstream gains, and identifies the quality indicators that would help commissioners to judge service performance. The modules can be used individually, and the package can be edited to fit the landscape of local services.
These are positive attributes, but the dilemmas remain because dementia syndrome is not a stand-alone condition, but part of a cluster of comorbidities, disabilities and frank frailty that progresses invariably to death. Comorbidities in people with dementia both reduce life expectancy and increase service use. Life expectancy after the diagnosis of dementia is so short that a palliative care stance seems more appropriate than treating it as a long-term condition. Part of the increase in service use comes from dementia's overlap with frailty, an unstable state in which minor events can have major consequences, which then contribute to the short life expectancy.
Dementia: not a clear-cut picture
A large prospective population study has shown that survival from symptom onset in dementia is 4.5 years, 2 with longer survival in younger people. Survival from diagnosis, established in a large retrospective population Summary The current emphasis on improving the quality of dementia services is welcome, but it treats dementia as if it were separable from complex comorbidities, disability and frailty. As a consequence, dementia can overshadow other problems, from heart failure to multisystem failure at the end of life, which may be poorly managed. Three ways in which old age psychiatrists can reconnect dementia with the diseases and disorders of later life are described in this editorial. The first is to improve skills in general practice so that general practitioners (GPs) can take on the bulk of the clinical work of both diagnosis and management of dementia and its comorbidities, while specialists retain complex decision-making and management tasks. The second is for old age psychiatrists to function as consultants to social enterprises run by GPs for the purpose of managing almost all patients with dementia in general practice. The third is for community geriatricians and old age psychiatrists to work together in integrated organisations that take full clinical responsibility for older people with dementia. 
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Commissioning services for people with dementia: how to get it right Steve Iliffe 1 study, is 3.5 years, 3 again with longer survival in the younger old. Most people with dementia have major comorbidities: 57% have two or more expressions of vascular disease and/ or diabetes, 4 which predict higher mortality independent of age. 5, 6 The incidence of recurrent stroke is doubled, 7 and people with dementia show greater functional and nutritional deficits, plus higher illness burden and costs. 8 Comorbidities may be 'overshadowed' by dementia, with consequent poorer management of acute myocardial infarction and atrial fibrillation, and less prevention of secondary or recurrent stroke.
Frailty further complicates the dementia picture, because reduction in reserve capacity across multiple physiological systems pushes them over the threshold of clinical failure. This reduction in reserve capacity develops through the cumulative effect of individual deficits -the more problems individuals have, the more likely they are to be frail. 9 This accumulation of losses may seem innocent, but it is not. Each one-unit increase in frailty (measured using a scale including grip strength, timed walk, body composition and fatigue) is associated with a 63% increase in mild cognitive impairment risk. 10 Although the course of dementia syndrome always ends in death, there are substantial gaps in the quality of end-of-life care for people with dementia. 11 The common problems are achieving adequate pain control, deciding on appropriate nutrition and maintaining hydration. Prognostication is difficult in dementia and care planning can be weak or ineffective. One result is that people with dementia at the end of life are admitted as emergencies to acute hospital wards.
Patients with comorbid dementia: whose responsibility?
The Department of Health commissioning package is very useful but it does not address the realities of comorbidity, frailty and end-of-life care. These confounding factors need to be added to the package by clinical commissioners, who will need to consider what skills they can mobilise to enhance services for people with dementia. This is where problems begin. Old age psychiatrists may not feel comfortable with assessment of physical pathologies as well as cognitive impairment and behavioural and psychological symptoms. The obvious source of clinical expertise to manage complex needs is general practice, but GPs repeatedly report that they lack confidence in managing patients with dementia, and they struggle with frailty too. Incentivisation of dementia care may encourage GPs to acquire the skills needed, but the Quality and Outcomes Framework has incentivised diagnosis and annual management reviews since 2006, and there has been little or no increase in the incidence or prevalence of recorded dementia. The reasons for this are not clear, but therapeutic nihilism about dementia is still evident, even if declining. 12 Three proposals on improving care in dementia Shared general and specialist care There seem to me to be three options for improving care of people with dementia syndrome. The first is an enhanced version of current practice, in which systematic GP follow-up is supported by specialists' support and advice, using multidisciplinary collaboration to guide clinical interventions. This would require some skill transfer from specialists to generalists, and possibly the application of case management methods by practice nurses to people with dementia. Both of these are significant changes, especially the implementation of case management, which has yielded disappointing results for people with dementia 13 and for older people with multimorbidity generally. 14 Specialists would then be responsible for solving complex problems, such as difficult diagnoses, care in acute hospitals and the use of antipsychotics. They would be called on to advise about management of challenging behaviour, and about end-of-life care, but not to undertake routine follow-up. Such evidence as there is suggests that this may be a productive approach to the needs of care home residents, [15] [16] [17] but it is not clear whether it would work well for community-dwelling older people with dementia. Of the three options this one goes with the grain of both practice and evidence, and would be the safest investment.
GP-led social enterprise
The second option is a variant of the first, in which services are integrated into a single organisational entity (a social enterprise) led by GPs who hire specialists directly. This is the Gnosall model, promoted by old age psychiatrist David Jolley and GP Ian Greaves in Staffordshire. 18, 19 'General practitioner provider organisations' of this kind are built by enthusiasts who create good working relationships across disciplines, but it is not clear how reproducible they are, and investment in them may be a gamble. Nevertheless, politicians are interested in them as exemplars of new ways of working.
Specialist-led service
The third option is to take advantage of the freedoms offered by the new commissioning environment to create an alternative service design. In this alternative model old age psychiatrists and community geriatricians run a complex needs/frailty/dementia service, replacing the GP as lead clinicians for this patient group. There is a precedent for this outside the UK, in Holland's discipline of 'nursing home physician', a form of specialisation that takes 2 years from qualification, compared with 3 years for a GP and up to 6 years for a specialist. 20 Service models do not often travel well across national boundaries, and both commissioners and specialists may want higher levels of skill than they might perceive in the Dutch model, so this could be a challenging option for investors.
The South West Division of the Royal College of Psychiatrists voted on these three options at its May 2012 meeting. The third option won most votes, and the first option came second. Few wanted to be in a social enterprise run by GPs. Which option would you choose? 
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